236 Malcolm: Carcinoma of Ovaries and Sigmioid Flex are DISCUSSION. Dr. AMAND ROUTH asked if the acute pain described by Mr. Bland-Sutton as a marked symptom in his case was paroxysmal. He had recently shown two specimens of sarcomatous uteri removed from patients and had had a third case since, where severe pain coming on at a fixed hour daily, lasting a few hours, was a marked clinical feature, and he was inclined to attach importance to it as of diagnostic value.
DISCUSSION.
Dr. AMAND ROUTH asked if the acute pain described by Mr. Bland-Sutton as a marked symptom in his case was paroxysmal. He had recently shown two specimens of sarcomatous uteri removed from patients and had had a third case since, where severe pain coming on at a fixed hour daily, lasting a few hours, was a marked clinical feature, and he was inclined to attach importance to it as of diagnostic value.
Dr. MACNAUGHTON JONES said that there could be no doubt that a sarcomatous tumour was one of the rarest of all forms of uterine growth. From 2 per cent. to 4 per cent. was the estimate of the proportion of sarcoma, even to other malignant degenerations. He had seen but two cases of true sarcoma of the uterus. One occurred some years since, and microscopical examination showed it was a sarcoma of the endometrium. In the other the primary growth was in the vagina, but it invaded the uterus. At Heidelberg, Professor Schroeder had shown him a specimen of sarcoma in which the degeneration was discovered in the interior of an intra-uterine polypus. Such a tumnour as that shown by Mr. Bland-Sutton was very rare.
The PRESIDENT (Dr. Herbert Spencer) remarked on the difficulty of diagnosis, even with the microscope, in some cases of sarcoma of the uterus. The specimen shown appeared to the naked eye to be fibroid, but he hoped the specimen and the sections would be submitted to the Pathology Committee and that the subsequent history would be given. He had recently examined a dozen cases of sarcoma of the uterus, some of wlich had been mistaken for fibroid during life, and the diagnosis from inflamed and degenerated fibroids was sometimes attended with difficulty even under the microscope. He had formerly believed that sarcoma of the uterus was an extremely rare disease, but subsequent investigation of the after-histories of "fibroids" and microscopic examination of the cases which recurred showed that it was more common than he at one time thought.
Carcinoma of both Ovaries and of the Sigmoid Flexure.
By J. D. MALCOLM, F.R.C.S.Ed. THE patient from whom these specimens were removed consulted Dr. Wardlaw Milne, of New Barnet, who promptly recognized that operative treatment was necessary and asked me to see her. She was aged 34 and the mother of two children, the youngest aged 7. Her last pregnancy was five years before the operation, when she miscarried at the sixth month. With the exception of attacks of influenza and occasional " colds " her health had always been good, and there was no family history of cancer. Symptoms of the disease now under consideration were of only four months duration, and began with pain in the right side, whilst a lump was felt in the left side of the abdomen, and the latter gradually enlarged. There was also much indigestion and sometimes the food was vomited. The bowels were not constipated, but rather tended to be loose, and there was never any difficulty in evacuating them.
I found the abdomen distended almost as high as the costal margins by fluid which was apparently free in the peritoneal cavity, and, floating in this like a foetus in the liquor amnii, there -was a very mobile tumour of considerable size but difficult to define. A smaller growth was situated behind the uterus and pushed that organ forward, but this pelvic tumour and the uterus were. both to some extent mobile. A diagnosis of two ovarian tumours with free fluid was made, it being considered almost certain that the disease was malignant.
The ovarian tumours and the free fluid were removed on December 17, 1907, without difficulty, both pedicles being long. It was noticed that the sigmoid flexure was also the seat of extensive new growth, and as it seemed possible to get away the whole of the disease this part of the bowel was also excised. Its mesentery was divided close to the posterior wall of the abdomen. In doing this two very large arteries were observed and secured, one coming up out of the pelvis, presumably from the internal iliac, and one coming downwards, from the inferior mesenteric. An enlarged gland lying close to the base of the mesentery was included in the parts removed. When the mesentery was quite free the bowel was divided well above and well below the obvious disease, which was thus removed and an end-to-end anastomosis was made. There was just enough tissue to make the bowel continuous over the pelvic brim without dragging. Some irregularities on the fundus of the uterus looked like new growth, and a panhysterectomy was therefore performed. There was then no evidence of disease that could be detected by touch or by the naked eye.
The patient bore all this treatment very well, and there were no complications of any kind during convalescence. Some freces were expelled from the rectum soon after the operation, and the bowels never gave any trouble. The temperature rose to 1000 F. on the second night, but it should be noted that this degree of temperature was also recorded on the two evenings before the operation. Afterwards the temperature was never above 990 F. The highest pulse-rate, except immediately after the operation, was 108 to the minute. The patient was free from symptoms for a time, but the latest accounts indicate that a secondary development has probably taken place, and, considering the nature of the tumours and the fact that the deepest glands found were cancerous, it was hardly to be hoped that a permanent cure would be effected. The left ovarian tumour and the sigmoid flexure, as shown in figs. 1 and 2, are preserved in the Museum of the Royal College of Surgeons. The right ovary, which measured 9 in. by 5 in., was of similar appearance to the left, but was in many parts necrotic and showed cysts, the largest of which was about 2 in. in diameter. The sigmoid flexure for about 4 in. of its length is infiltrated by a diffuse growth, which in the living body seemed to affect chiefly the parts next the meso-sigmoid, into which it extended deeply (fig. 2) . The section of the preserved specimen shows that the growth is widely diffused all round the bowel, the mucous mnembrane of which is thickened in parts to the extent of i in., and the muscular coat is also thickened. An ill-defined extension into the mesentery and an enlarged gland which has been isolated by dissection are also well shown.
Microscopic sections from the sigmoid flexure exhibit a growth consisting partly of narrow lines of spheroidal cells, partly of collections of columnar cells in the form of tubules provided with well-defined lumina. The new growth in the lymphatic glands consists chiefly of spheroidal cells, but here and there a tubular formation is shown in which the cells are of definite columnar type. This is clearly illustrated fig. 3 , for which I am indebted to Mr. Shattock. The histological structure is the same in both ovaries, and in them also it is chiefly spheroidal-celled, but, as in the lymphatic gland, there are growths of ju 13B columnar cells arranged in tubules. The nodule in the uterus which led to its removal was a small fibro-myoma and not malignant ( fig. 3 ). In this case it is certain that the disease in the meso-sigmoid and in the lymphatic glands was secondary to that in the bowel, and the conditions support the view that the new growth in the ovaries was also seconadary. Report of the Pathology Committee.-We agree with the exhibitor's description of the specimen-that it is a columnar-celled tubular carcinoma of the sigmoid with secondary deposits in both ovaries.
